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typically	as	a	disease	of	men,	but	 the	prevalence	 is	 increasing	among	














Previous	 studies	 have	 described	 women’s	 experiences	 of	 living	
with	 COPD	 by	 comparing	 men	 and	 women.	 They	 suggest	 that	
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en’s	 experiences	 of	 living	 with	 COPD	 (Jonsdottir	 &	 Jonsdottir,	
2007;	O’Neill,	2002;	Sexton	&	Munro,	1988).	A	survey	of	women	
with	COPD	showed	that	loneliness,	depression,	dyspnoea,	fatigue	
and	 restricted	 activity	 were	 the	 women’s	 biggest	 problems.	 In	
addition,	 their	overall	health	was	poor	 (Sexton	&	Munro,	1988).	
Jonsdottir	and	Jonsdottir	(2007)	interviewed	women	with	COPD	
about	 their	 experiences	 of	 relapsing	 to	 a	 smoking	 habit.	 The	
women	reported	that	COPD	controlled	their	life	in	a	fundamental	
way	as	they	had	to	relocate	to	a	smaller	home,	were	dependent	
on	portable	oxygen	 support	 and	 felt	 increased	 isolation.	O’Neill	
(2002)	found	that	women	with	COPD	enrolled	in	pulmonary	reha-
bilitation	programmes	struggled	with	burdensome	symptoms	and	
loss	of	 social	 activities	 and	 relationships.	Furthermore,	 they	 felt	
stigmatized	 by	 the	 COPD,	 tobacco	 smoking	 or	 simply	 by	 being	
female.
A	 review	of	 the	 literature	 indicates	 that	 the	body	of	 knowledge	





















in	 Norway.	 The	 sampling	 procedure	 was	 consecutive.	 Two	 experi-
enced	 nurses	 at	 the	 hospital	 recruited	 the	 patients.	 The	 study	was	
part	of	a	larger	study	of	COPD	patients	using	mixed	methods.	When	
informed	 about	 the	 quantitative	 study,	 women	were	 informed	 and	











interviewed	at	home,	one	by	 telephone	and	another	 in	 the	 first	 au-
thor’s	office.	Open-	ended	questions	were	used	 in	a	 semi-	structured	
interview.	The	interview	guide	covered	the	following	themes:	health	
condition	 and	 breathing,	 how	 to	 cope	 with	 COPD,	 feeling	 safe	 at	
home	with	COPD	and	experiences	of	healthcare	providers	at	home.	It	
also	covered	the	topics	of	why	it	is	necessary	to	be	hospitalized	with	











analysis	was	done	 in	 three	 interpretative	contexts:	 self-	understanding,	
common-	sense	understanding	and	theoretical	understanding.
In	 the	 context	 of	 self-	understanding,	 two	 of	 the	 authors	 (SAS	
and	AD)	 read	 the	 text	 several	 times	 in	 attempting	 to	 capture	 the	









read	 all	 interviews	 focusing	 on	 the	 condensed	meaning	 units,	 after	
which	 categories	 were	 assigned	 using	 descriptive	 terminology;	 for	
example:	 relationship	and	knowing	my	story.	To	 interpret	 the	mean-





















sis	 process.	 Tentative	 categories,	 sub-	themes	 and	main	 themes	were	
discussed	and	assessed	as	to	whether	there	might	be	other	competing	
interpretations.	Thereafter,	two	other	authors	(KH	and	JÖ)	read	the	in-





Data	collection	and	 interpretation	of	 the	data	during	 interviews	
may	 be	 affected	 by	 the	 interviewers’	 preconceptions.	Therefore,	 to	
enhance	 transparency	 and	 reflexivity,	 the	 interview	guide,	 the	 data	
collection	 and	 the	 data	 analysis	were	 discussed	with	 the	 other	 au-







































4 87 Alone No	services No No Driving	car	herself
Socializing	with	friends
Several	social	activities
5 68 With	husband Private	services
Housework	every	second	week
No Yes Rarely	outdoors
6 70 With	husband No No No Socializing	with	friends
Several	social	activities
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3.1 | Having a good life with COPD despite 
limitations
All	 the	women	experienced	different	 levels	of	 impaired	energy	and	
dyspnoea,	which	 influenced	 their	 role	as	a	housewife	and	concerns	
about	their	appearance	and	ability	to	socialize.
3.2 | Limitations in own expectations of the 
traditional female role
The	participants	described	 limitations	 related	 to	 their	own	expecta-






I have a private one (housekeeper) who comes every 
third week for two hours and makes the bed and washes 
clothes. I’m no longer able to do that. To put it mildly, that’s 
very frustrating. (P9)
All	women	experienced	 in	different	ways	 impaired	 levels	of	energy	 to	
socialize,	to	invite	friends	or	to	be	a	proper	hostess:
I don’t have energy for lots of visitors anymore. To begin to 
serve guests with coffee, I don’t even manage to bend down 
to find coffee cups. He has to do it (husband), but he’s un-
steady and not so strong, so I have to ask my friends to cover 
the table and to tidy up afterwards. It’s disturbing. (P5)
TABLE  3 Overview	of	main	themes	and	sub-	themes


















































































I haven’t seen so many people; it inhibits me to go outside 
with the oxygen catheter in the nose. It’s probably just me. 
That’s how I am. (P7)
The	women	struggled	to	accept	that	they	could	no	longer	live	up	to	
their	own	expectations	of	 the	 traditional	 female	 role	 from	 the	 time	
before	their	health	deteriorated.
3.3 | Coping in a continuum between living with and 




the	 illness.	Living	with	the	 illness	 implied	to	have	a	positive	outlook	
focusing	on	the	present	situation	and	avoid	thinking	about	the	pos-
sible	development	of	the	disease	and	all	the	potential	problems	and	
worries	 in	the	future.	One	 informant	who	 lived	with	the	 illness	said	
the	following:
I just know that my breath is declining. I would rather not 
think about what’s going to happen eventually. I don’t 
want to think about it … I don’t mope. I don’t know what 
that is. I’m not bored. I don’t know if I’m full of energy, but 





My breathing will get even worse, I’m almost not able to 
(breathe). That’s what worries me. (P5)so that I`ll nearly 
suffocate. Sometimes I feel that







3.4 | A good life thanks to adaptation strategies
Despite	limitations	in	everyday	life,	eight	women	described	moments	
where	 they	experienced	having	a	good	 life.	They	 told	stories	about	
how	they	socialized	with	family	or	friends,	conducted	meaningful	ac-
tivities	or	enjoyed	a	peaceful	atmosphere	in	their	homes:
I actually think I used the inhaler once during the whole 
day (travelled on a road trip with husband and friends). 










3.5 | Predictability and confidence in getting help





I fell and used my safety alarm. Just as I had twisted myself 
up onto a chair, they arrived and asked do you need help? 
I don’t need help, but I did three- quarters of an hour ago, I 
answered. If there is something wrong with my breathing, 
I don’t use the safety alarm. I telephone the emergency 
phone number. (P3)
The	 women	 who	 participated	 had	 previously	 experienced	 that	 staff	
at	 the	 emergency	 phone	 number	 sent	 an	 ambulance	with	 competent	





I knew that I lived only eight minutes from the hospital. My 
husband could drive me (if I got ill), because I was allowed 
to go directly to the hospital to be admitted. (P6)
A	key	feature	 for	 the	women	to	 feel	safe	was	 that	 they	felt	 that	 they	
could	 trust	 that	healthcare	professionals,	 family	or	 friends	would	give	
help	when	it	was	needed.




interactions	with	many	 healthcare	 professionals	who	 did	 not	 know	
their	name	or	their	medical	history.	They	often	had	to	repeat	the	same	





I’m always well received. They have me in the emergency 
room within 15 min, but it made me feel very safe that she 
was someone I was allowed to phone without nagging, 




My breathing became poorer and poorer. The next day, I 
telephoned the nurse and asked her: what do I do? (P9)
Accessibility	to	the	hospital	was	difficult	for	the	interviewed	women.	
If	symptoms	of	COPD	exacerbation	occurred,	it	was	important	to	get	
an	 appointment	with	 the	 family	 doctor	who	 could	 then	 hospitalize	
them.	However,	poor	accessibility	out	of	office	hours	could	cause	in-
security	among	the	women:
I understand that everybody can’t just go to the hospital. 
That’s why I talked about it with the senior consultant (at 
the hospital). If I had a contact person, it would help a lot. 
If they don’t hospitalise me, they could say: come here so 
we can examine you and you can stay for a few hours and 
then go home, but it hasn’t been done yet; usually I’ve 
been admitted. (P5)





Instead,	 they	wanted	 the	 possibility	 of	 going	 directly	 to	 the	 hospital,	
not	necessarily	 to	be	admitted	but	 for	observation	and	assessment	of	
whether	hospitalization	was	needed.
3.7 | The struggle to achieve a balance between 
insight and compliance with management of COPD
3.7.1 | Perceptions of self- care








The health- care professionals at the hospital probably be-
lieve that I drink as much water and lemonade at home as 
in the hospital, but that’s not correct. (P2)






COPD	management	 as	measures	 to	 gain	weight,	 the	 correct	 use	of	
inhalers	and	management	of	dyspnoea.	This	contributed	to	increased	




Nurses should give suggestions about how to stop smok-
ing, to minimise and to change habits. They should add 
something more or say it in a completely different way so 
you don’t feel so looked down on. (P2)
The	participants	experienced	education	that	provided	advice	or	sugges-
tions	about	how	changing	 their	 lifestyle	could	enhance	their	ability	 to	
comply	with	COPD	management.







pital	 rather	 than	 at	 home.	 The	women	had	 received	 an	 action	 plan	
for	COPD	exacerbation	 at	 the	 hospital.	 This	was	 a	 self-	assessment	
tool	that	enabled	the	women	to	start	treatment	at	home.	This	tool	in-
creased	the	women’s	self-	efficacy	by	empowering	them	to	trust	their	
own	 symptom	 experience,	 to	 start	 treatment	 at	 home	 and	 to	 trust	
themselves	when	making	a	decision	that	it	was	necessary	to	ask	for	
medical	help.	One	participant	who	used	her	action	plan	every	day	said:
This is a self- management thing that I use and it helps 
me.… I need to telephone and inform my family doctor or 
the hospital, but I don’t have to go there. I use it almost 
every day, thinking: how am I today? (P3)
Another	felt	insecure	and	did	not	manage	to	use	her	action	plan:
When I got ill now, I tried with those medications for a 
short time. I didn’t feel confident when I had to take dou-
ble doses. I went to the family doctor and he immediately 
admitted me to the hospital. (P8)
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succeed	 in	maintaining	 a	 normal	 image,	 which	 could	 result	 in	 their	
feeling	 vulnerable,	 frustrated	 and	 hurt	 and	 further	 isolated	 (Gysels,	
Bausewein,	&	Higginson,	2007).
Doing	housework,	being	a	hostess	and	concerns	about	appearance	








Roberto	&	McCann,	2011)	 .	Women	with	 long-term	 illness	 seem	 to	
share	 a	 concern	 about	 their	 altered	 appearance,	 which	 could	 limit	
their	ability	to	achieve	and	maintain	an	idealized	standard	of	feminine	
beauty	(Clarke	&	Bennett,	2013;	Clarke	&	Griffin,	2008).	To	be	aware	
of	 such	values	 and	 concerns	 should	 be	 highlighted	when	 caring	 for	
women	with	COPD.
The	women	in	our	study	appear	to	have	felt	embarrassed	by	the	
visibility	 of	 their	 breathing	 efforts	 and	 the	 need	 to	 use	 a	 portable	
oxygen	 supply	 outdoors	which	 could	 have	 contributed	 to	 concerns	
about	their	appearance.	This	could	have	restricted	them	to	socialize	
with	others	as	described	by	Nicolson	and	Anderson	(2003)	and	Disler	




















everyday	 life.	 Interestingly,	 these	findings	correspond	to	Disler	et	al.	
(2014)	 that	 coping	 strategies	 such	 as	 joyful	 activities	 may	 alleviate	
negative	feelings.	Additionally,	distractions	may	reduce	symptoms	of	
distress	 (O’Neill,	 2002).	Those	who	 used	 strategies	 related	 to	 living	
with	the	illness	could	have	experienced	a	sense	of	connectedness	with	











have	helped	the	women	to	maintain	meaning	and	hope	 in	 their	 life.	













could	cause	great	emotional	 and	psychological	 stress	 (Hasson	et	al.,	
2008).
The	women	 experienced	 a	 struggle	 in	 daily	 life	 to	 comply	with	
COPD	 management.	 Therefore,	 they	 appreciated	 when	 nurses	 re-
minded	 them	 and	 pointed	 out	 important	 issues	 about	 COPD	man-
agement.	 Such	 self-	management	 education	 has	 been	 described	 as	
crucial	 for	 changes	 in	behaviour	and	 in	 improving	well-	being	 (Effing	
et	al.,	2012).	 In	contrast	to	previous	qualitative	studies	 (Fraser	et	al.,	
2006;	Wong	et	al.,	2014),	all	 the	women	 in	our	study	had	an	action	





ucation	 provided	 by	 healthcare	 professionals	 (Hermiz	 et	al.,	 2002).	
Additionally,	education	could	increase	patients’	feelings	of	being	self-	
confident	and	empowered,	which	could	increase	hope	for	enjoying	a	
normal	 life	 (Milne	 et	al.,	 2009).	A	 prerequisite	 for	 self-	management	
is	a	partnership	between	people	and	healthcare	professionals	where	
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the	 healthcare	 professionals	must	 provide	 a	 supporting	 role	 (Effing	
et	al.,	2012).	Health	behaviour	changes	could	be	a	challenging	topic	
to	 address.	Women	 could	 be	 vulnerable	 because	 of	 experiences	 of	
self-	blame	and	of	blame	from	healthcare	professionals	and	from	the	
attitude	 in	 society	 that	 COPD	 is	 self-	inflicted	 (Halding,	 Heggdal,	 &	






changing	 their	 behaviour	 (Jonsdottir	&	Jonsdottir,	 2007).	Therefore,	
it	is	important	to	explore	and	understand	the	difficulties	that	people	
experience,	which	 influence	 their	 efforts	 to	 change	 their	 behaviour	
(Eklund,	Nilsson,	Hedman,	&	Lindberg,	2012).
4.1 | Limitations
Because	 the	women	were	 recruited	 from	an	urban	 area	 served	by	
a	 single	 hospital,	 it	 is	 possible	 that	 women	 from	 other	 locations	
might	 experience	 living	with	 COPD	 differently.	However,	whether	








These	 women	 with	 COPD	 experienced	 limitations	 in	 daily	 life	 as-



















role.	 Education	 and	 supervision	 should	 take	 into	 consideration	 that	












one	 of	 the	 following	 criteria	 [recommended	 by	 the	 ICMJE	 (http://
www.icmje.org/recommendations/)]:
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